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Following the testing of the LQAS method using computer-based simulations based on data for 13,800 children in 202 schools, one of the 11 plans achieved by computer simulation was implemented in 34 schools in Uganda. At the schools in the identified areas, samples of 15 children (as defined by the sampling plan, obtained via simulation) from class 4 were selected using a random number table and asked to provide stool samples. Subsequently, a survey of 50 children from class 4 (whether or not they had been initially selected) was asked to provide a stool sample. Overall, 23,188 schoolchildren were considered. The survey team comprised a driver, a parasitologist and a technician.
Study design
This was a diagnostic study. The participating children were identified randomly from among all those attending the schools considered in the study. The intervention was implemented in two specific geographic areas in Uganda. More specifically, 12 schools of Kigandalo Subcounty, Mayuge District along the shores of Lake Victoria, and 22 schools in Pakwach and Panyimur subcounties, Nebbi District along the Albert Nile. Microscopic examination of 50 randomly selected schoolchildren using the compound microscope was considered the 'gold' standard for determining the accuracy of the two screening strategies. No follow-up was performed.
Analysis of effectiveness
The primary outcome measures were the sensitivity, specificity, positive predictive value (PPV) and negative predictive value (NPV).
Effectiveness results
The computer simulation showed that simulated plan of 15 schoolchildren was associated with a sensitivity of 94.8%, a specificity of 97.5%, a PPV of 88.5% and an NPV of 98.9%.
The proportion of children correctly classified with the simulated plan of 15 schoolchildren was 0.906.
The field testing showed that in the 1,687 children sampled, using LQAS in comparison with conventional sampling (50 children in each sample), the prevalence of S. mansoni was 28% (range: 2 -84).
For the detection of children at high prevalence, the sensitivity was 100%, the specificity 96.4%, the PPV 85.7% and the NPV 92%.
For the detection of children at high and moderate prevalence, the sensitivity was 77.8%, the specificity 60.0%, the PPV 100% and the NPV 76.5%.
Clinical conclusions
The authors stated that, in general, sampling plans with moderate maximum sample sizes (i.e. n >/= 15) provided acceptable proportions of correct classification coupled with extremely low probabilities of making gross classification errors.
Measure of benefits used in the economic analysis
It was unclear whether a summary benefit measure was used.
Direct costs
The cost analysis was undertaken from the perspective of the control programme. It included the costs of the programme and the costs of treatment. The programme costs were grouped as personnel, capital and consumables. The unit costs were presented separately from the quantities of resources used for almost all items. Resource use was estimated prospectively for the sample of individuals included in the effectiveness study. The source of the unit costs was unclear. Capital costs were assumed to last 5 years and were annualised using a discount rate of 3%. Other costs were not discounted as annual estimates were calculated. The price year might have been 2003 or 2004.
